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Acetaminophen (Dose > 4 gm)

Medicaid- Arizona (AZM, AZMREF, AZMDDD)

£

< OPTUM"

Prior Authorization Guideline

GL-99555 Acetaminophen (Dose > 4 gm)

Formulary Medicaid - Arizona (AZM, AZMREF, AZMDDD)

Formulary Note

Guideline Note:

Effective Date:

12/9/2021

1. Criteria

Product Name: Acetaminophen (Dose > 4gm)

Guideline Type

Administrative

Approval Criteria

1 - Requests for acetaminophen dosages greater than 4000mg per day should be denied.
The total dose of acetaminophen (cumulative total daily dose of 4000mg) is not supported by
the Food and Drug Administration (FDA).

2 . Revision History
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Date

Notes

6/28/2021

7/1 Implementation
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Actemra- AZM

Medicaid- Arizona SP (AZM, AZMREF, AZMDDD)

£

< OPTUM"

Prior Authorization Guideline

GL-105269 Actemra - AZM

Formulary Medicaid - Arizona SP (AZM, AZMREF, AZMDDD)

Formulary Note

Guideline Note:

Effective Date:

4/1/2022

1. Criteria

Product Name: Actemra Actpen, Actemra SQ

Diagnosis

Rheumatoid Arthritis

Approval Length

12 month(s)

Therapy Stage

Initial Authorization

Guideline Type

Prior Authorization

Approval Criteria

the following:

1 - Submission of medical records (e.g., chart notes, lab work, imaging) documenting ALL of
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1.1 Diagnosis of moderately to severely active Rheumatoid Arthritis (RA)
AND

1.2 History of failure to a 3 month trial of ONE non-biologic disease modifying anti-rheumatic
drug (DMARD) [e.g., methotrexate, leflunomide, sulfasalazine, hydroxychloroquine] at
maximally indicated doses within the last 6 months, unless contraindicated or clinically
significant adverse effects are experienced (document drug, date, and duration of trial)*

AND

1.3 Patient is not receiving Actemra in combination with ANY of the following:

1 Biologic DMARD J[e.qg., Enbrel (etanercept), Humira (adalimumab), Cimzia
(certolizumab), Simponi (golimumab)]

Janus kinase inhibitor [e.g., Xeljanz (tofacitinib)]

Phosphodiesterase 4 (PDE4) inhibitor [e.g., Otezla (apremilast)]

= =

AND

1.4 History of failure, contraindication, or intolerance to BOTH of the following:

1 Humira (adalimumab)**
1 Enbrel (etanercept)**

AND

1.5 Prescribed by, or in consultation with, a rheumatologist
OR

2 - Submission of medical records (e.g., chart notes, lab work, imaging) documenting ALL of
the following:

2.1 Patient is currently on Actemra therapy as documented by claims history or medical
records (document drug, date, and duration of therapy)
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AND

2.2 Diagnosis of moderately to severely active RA

AND

2.3 Patient is not receiving Actemra in combination with ANY of the following:

1 Biologic DMARD [e.g., Enbrel (etanercept), Humira (adalimumab), Cimzia
(certolizumab), Simponi (golimumab)]

= =

Janus kinase inhibitor [e.g., Xeljanz (tofacitinib)]
Phosphodiesterase 4 (PDE4) inhibitor [e.g., Otezla (apremilast)]

AND

2.4 Prescribed by, or in consultation with, a rheumatologist

Notes *Claims history may be used in conjunction as documentation of drug,

date, and duration of trial. **Drug may require PA

Product Name: Actemra Actpen, Actemra SQ

Diagnosis

Polyarticular Juvenile Idiopathic Arthritis (PJIA)

Approval Length

12 month(s)

Therapy Stage

Initial Authorization

Guideline Type

Prior Authorization

Approval Criteria

1 - Submission of medical records (e.g., chart notes, lab work, imaging) documenting a

diagnosis of moderately to severely active polyarticular juvenile idiopathic arthritis

2 - One of the following:

AND
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2.1 History of failure, contraindication, or intolerance to both of the following:
1 Humira (adalimumab)*
1 Enbrel (etanercept)*

OR

2.2 Patient is currently on Actemra therapy as documented by claims history or medical
records (document drug, date, and duration of therapy)

AND

3 - Patient is not receiving Actemra in combination with ANY of the following:

71 Biologic disease maodifying anti-rheumatic drug (DMARD) [e.g., Enbrel (etanercept),
Humira (adalimumab), Cimzia (certolizumab), Simponi (golimumab)]

Janus kinase inhibitor [e.g., Xeljanz (tofacitinib)]

Phosphodiesterase 4 (PDE4) inhibitor [e.g., Otezla (apremilast)]

= =

AND

4 - Prescribed by, or in consultation with, a rheumatologist

Notes *May require PA

Product Name: Actemra Actpen, Actemra SQ

Diagnosis Systemic Juvenile Idiopathic Arthritis (SJIA)
Approval Length 12 month(s)

Therapy Stage Initial Authorization

Guideline Type Prior Authorization

Approval Criteria

1 - Submission of medical records (e.g., chart notes, lab work, imaging) documenting a
diagnosis of active systemic juvenile idiopathic arthritis
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AND

2 - Patient is not receiving Actemra in combination with ANY of the following:

71 Biologic disease modifying anti-rheumatic drug (DMARD) [e.g., Enbrel (etanercept),
Humira (adalimumab), Cimzia (certolizumab), Simponi (golimumab)]

Janus kinase inhibitor [e.g., Xeljanz (tofacitinib)]

Phosphodiesterase 4 (PDE4) inhibitor [e.g., Otezla (apremilast)]

= =

AND

3 - Prescribed by, or in consultation with, a rheumatologist

Product Name: Actemra Actpen, Actemra SQ

Diagnosis Rheumatoid Arthritis, Polyarticular Juvenile Idiopathic Arthritis (PJIA),
Systemic Juvenile Idiopathic Arthritis (SJIA)

Approval Length 12 month(s)

Therapy Stage Reauthorization

Guideline Type Prior Authorization

Approval Criteria
1 - Submission of medical records (e.g., chart notes, lab work, imaging) documenting positive
clinical response to Actemra therapy

AND

2 - Patient is not receiving Actemra in combination with ANY of the following:

1 Biologic disease maodifying anti-rheumatic drug (DMARD) [e.g., Enbrel (etanercept),
Humira (adalimumab), Cimzia (certolizumab), Simponi (golimumab)]

Janus kinase inhibitor [e.g., Xeljanz (tofacitinib)]

Phosphodiesterase 4 (PDE4) inhibitor [e.g., Otezla (apremilast)]

= =

AND
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3 - Prescribed by, or in consultation with, a rheumatologist

Product Name: Actemra Actpen, Actemra SQ, Actemra IV

Diagnosis Giant Cell Arteritis
Approval Length 12 month(s)

Therapy Stage Initial Authorization
Guideline Type Prior Authorization

Approval Criteria
1 - Submission of medical records (e.g., chart notes, lab work, imaging) documenting a
diagnosis of giant cell arteritis

AND

2 - One of the following:
2.1 History of failure, contraindication, or intolerance to ONE glucocorticoid (e.qg.,
prednisone)

OR

2.2 Patient is currently on Actemra therapy as documented by claims history or medical
records (document drug, date, and duration of therapy)

AND

3 - Patient is not receiving Actemra in combination with ANY of the following:

1 Biologic disease maodifying anti-rheumatic drug (DMARD) [e.g., Enbrel (etanercept),
Humira (adalimumab), Cimzia (certolizumab), Simponi (golimumab)]

Janus kinase inhibitor [e.g., Xeljanz (tofacitinib)]

Phosphodiesterase 4 (PDE4) inhibitor [e.g., Otezla (apremilast)]

E ]

AND
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4 - Prescribed by or in consultation with a rheumatologist

Product Name: Actemra Actpen, Actemra SQ, Actemra IV

Diagnosis

Giant Cell Arteritis

Approval Length

12 month(s)

Therapy Stage

Reauthorization

Guideline Type

Prior Authorization

= =

Approval Criteria

1 - Submission of medical records (e.g., chart notes, lab work, imaging) documenting positive
clinical response to Actemra therapy

2 - Patient is not receiving Actemra in combination with ANY of the following:

71 Biologic disease maodifying anti-rheumatic drug (DMARD) [e.g., Enbrel (etanercept),
Humira (adalimumab), Cimzia (certolizumab), Simponi (golimumab)]

Janus kinase inhibitor [e.g., Xeljanz (tofacitinib)]

Phosphodiesterase 4 (PDE4) inhibitor [e.g., Otezla (apremilast)]

3 - Prescribed by, or in consultation with, a rheumatologist

AND

AND

Product Name: Actemra Actpen, Actemra SQ

Diagnosis

Systemic Sclerosis-Associated Interstitial Lung Disease

Approval Length

12 month(s)

Therapy Stage

Initial Authorization

Guideline Type

Prior Authorization

Approval Criteria
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1 - Submission of medical records (e.g., chart notes, lab work, imaging) documenting a
diagnosis of active systemic sclerosis-associated interstitial lung disease (SSc-ILD) as
documented by ALL of the following:

1.1 ONE of the following:

1.1.1 Skin thickening of the fingers of both hands extending proximal to the
metacarpophalangeal joints

OR

1.1.2 TWO of the following:

Skin thickening of the fingers (e.g., puffy fingers, sclerodactyly of the fingers)
Fingertip lesions (e.g., digital tip ulcers, fingertip pitting scars)

Telangiectasia

Abnormal nailfold capillaries

Pulmonary arterial hypertension

Raynaudébés phenomenon

SSc-related autoantibodies (e.g., anticentromere, anti-topoisomerase |, anti-RNA
polymerase Ill)

= =4 -8 —a 8 A 9

AND

1.2 Presence of interstitial lung disease as determined by finding evidence of pulmonary
fibrosis on HRCT (high-resolution computed tomography), involving at least 10% of the lungs

AND

2 - Patient is not receiving Actemra in combination with ANY of the following:

1 Biologic disease maodifying anti-rheumatic drug (DMARD) [e.g., Enbrel (etanercept),
Humira (adalimumab), Cimzia (certolizumab), Simponi (golimumab)]

Janus kinase inhibitor [e.g., Xeljanz (tofacitinib)]

Phosphodiesterase 4 (PDE4) inhibitor [e.g., Otezla (apremilast)]

E ]

AND

3 - Prescribed by, or in consultation with, a pulmonologist
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Product Name: Actemra Actpen, Actemra SQ

Diagnosis Systemic Sclerosis-Associated Interstitial Lung Disease
Approval Length 12 month(s)

Therapy Stage Reauthorization

Guideline Type Prior Authorization

Approval Criteria
1 - Submission of medical records (e.g., chart notes, lab work, imaging) documenting positive
clinical response to Actemra therapy

AND

2 - Patient is not receiving Actemra in combination with ANY of the following:

1 Biologic disease modifying anti-rheumatic drug (DMARD) [e.g., Enbrel (etanercept),
Humira (adalimumab), Cimzia (certolizumab), Simponi (golimumab)]

Janus kinase inhibitor [e.g., Xeljanz (tofacitinib)]

Phosphodiesterase 4 (PDE4) inhibitor [e.g., Otezla (apremilast)]

= =

AND

3 - Prescribed by, or in consultation with, a pulmonologist

2 . Revision History

Date Notes

3/28/2022 Added Actemra IV formulation to GCA criteria. Updated all criteria re
garding concomitant use to indicate no options are allowed. Added S
ubmission of Records to all criteria boxes.
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Acthar Gel, Cortrophin Gel

Medicaid- Arizona SP (AZM, AZMREF, AZMDDD)

£

< OPTUM"

Prior Authorization Guideline

GL-102899  Acthar Gel, Cortrophin Gel

Formulary Medicaid - Arizona SP (AZM, AZMREF, AZMDDD)

Formulary Note

Guideline Note:

Effective Date:

2/4/2022

1. Criteria

Product Name: Acthar Gel

Diagnosis

Infantile spasm (i.e., West Syndrome)*

Approval Length

4 Week(s)

Guideline Type

Prior Authorization

Approval Criteria

1 - Diagnosis of infantile spasms (i.e., West Syndrome)*
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AND

2 - Patient is less than 2 years old

AND

3 - Both of following:

3.1 Initial dose: 75 units per meters squared intramuscular (IM) twice daily for 2 weeks

AND

3.2 After 2 weeks, dose should be tapered according to the following schedule: 30 units per
meters squared IM in the morning for 3 days; 15 units per meters squared IM in the morning
for 3 days; 10 units per meters squared IM in the morning for 3 days; 10 units per meters
squared IM every other morning for 6 days (3 doses)

Notes *Note: Acthar Gel is not medically necessary for treatment of acute ex
acerbations of multiple sclerosis.

Product Name: Acthar Gel, Cortrophin

Diagnosis Opsoclonus-myoclonus syndrome (i.e., OMS, Kinsbourne Syndrome)*
Approval Length 12 month(s)
Guideline Type Prior Authorization

Approval Criteria

1 - Diagnosis of Opsoclonus-myoclonus syndrome (i.e., OMS, Kinsbourne Syndrome)*

AND

2 - For Cortrophin requests ONLY: Trial and failure or intolerance to Acthar Gel (verified via
paid pharmacy claims or submission of medical records/chart notes)

Notes *Note: Acthar Gel is not medically necessary for treatment of acute ex
acerbations of multiple sclerosis.
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2 . Revision History

Date Notes

2/3/2022 Added step through Acthar to get Cortrophin [for OMS Syndrome crit
eria (not indicated for infantile spasms)]
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Actimmune

Medicaid- Arizona SP (AZM, AZMREF, AZMDDD)

N OPTUM
Prior Authorization Guideline
GL-99673 Actimmune

Formulary Medicaid - Arizona SP (AZM, AZMREF, AZMDDD)

Formulary Note

Guideline Note:

Effective Date: 12/9/2021

1. Criteria

Product Name: Actimmune

Diagnosis Chronic Granulomatous Disease (CGD)
Approval Length 12 month(s)

Therapy Stage Initial Authorization

Guideline Type Prior Authorization

Approval Criteria

1 - Diagnosis of chronic granulomatous disease

Page38



Product Name: Actimmune

Diagnosis

Chronic Granulomatous Disease (CGD)

Approval Length

12 month(s)

Therapy Stage

Reauthorization

Guideline Type

Prior Authorization

Approval Criteria

1 - Patient does not show evidence of progressive disease while on Actimmune

Product Name: Actimmune

Diagnosis

Severe, Malignant Osteopetrosis

Approval Length

12 month(s)

Therapy Stage

Initial Authorization

Guideline Type

Prior Authorization

Approval Criteria

1 - Diagnosis of severe, malignant osteopetrosis

Product Name: Actimmune

Diagnosis

Severe, Malignant Osteopetrosis

Approval Length

12 month(s)

Therapy Stage

Reauthorization

Guideline Type

Prior Authorization

Approval Criteria

1 - Patient does not show evidence of progressive disease while on Actimmune

Product Name: Actimmune

Diagnosis

Primary Cutaneous Lymphomas

Approval Length

12 month(s)
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Therapy Stage

Initial Authorization

Guideline Type

Prior Authorization

Approval Criteria

1 - Patient has ONE of the following diagnoses:

1 Mycosis fungoides (MF)
1 Sézary syndrome (SS)

Product Name: Actimmune

Diagnosis

Primary Cutaneous Lymphomas

Approval Length

12 month(s)

Therapy Stage

Reauthorization

Guideline Type

Prior Authorization

Approval Criteria

1 - Patient does not show evidence of progressive disease while on Actimmune

Product Name: Actimmune

Diagnosis

NCCN Recommended Regimens

Approval Length

12 month(s)

Therapy Stage

Initial Authorization

Guideline Type

Prior Authorization

Approval Criteria

1 - Actimmune will be approved for uses supported by The National Comprehensive Cancer
Network (NCCN) Drugs and Biologics Compendium with a Category of Evidence and
Consensus of 1, 2A, or 2B.

Product Name: Actimmune

Diagnosis

NCCN Recommended Regimens
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Approval Length 12 month(s)

Therapy Stage Reauthorization

Guideline Type Prior Authorization

Approval Criteria

1 - Documentation of positive clinical response to Actimmune therapy

2 . Revision History

Date Notes

6/7/2021 7.1 Implementation
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Adakveo

Medicaid- Arizona SP (AZM, AZMREF, AZMDDD)

£

< OPTUM"

GL-99677 Adakveo

Prior Authorization Guideline

Formulary Medicaid - Arizona SP (AZM, AZMREF, AZMDDD)

Formulary Note

Guideline Note:

Effective Date:

12/9/2021

1. Criteria

Product Name: Adakveo

Diagnosis

Sickle cell disease

Approval Length

12 month(s)

Guideline Type

Prior Authorization

Approval Criteria

1 - Diagnosis of sickle cell disease, identified by any genotype
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2 - ONE of the following:

2.1 BOTH of the followi

ng:

1 Age 16 to 20 years
1 Prescriber attests the service is medically necessary to correct or ameliorate a defect,
a condition, or a physical or mental illness in an eligible patient

2.2 Age greater than or equal to 21 years

AND

OR

AND

3 - Patient has experienced at least two vaso-occlusive crises within the past 12 months

2 . Revision History

Date

Notes

4/8/2021

7/1 Implementation
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Adbry (tralokinumaHdrm)

Medicaid- Arizona SP (AZM, AZMREF, AZMDDD)

£

< OPTUM"

Prior Authorization Guideline

GL-104390  Adbry (tralokinumab-ldrm)

Formulary Medicaid - Arizona SP (AZM, AZMREF, AZMDDD)

Formulary Note

Guideline Note:

Effective Date:

4/1/2022

1. Indications

Drug Name: Adbry (tralokinumab-ldrm)

Atopic Dermatitis Indicated for the treatment of moderate-to-severe atopic dermatitis in adult
patients whose disease is not adequately controlled with topical prescription therapies or
when those therapies are not advisable. May be used with or without topical corticosteroids.

2 . Criteria

Product Name: Adbry

Diagnosis

Atopic Dermatitis

Approval Length

6 Months*

Therapy Stage

Initial Authorization

Guideline Type

Prior Authorization
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Approval Criteria

1 - Diagnosis of moderate to severe atopic dermatitis

2 - Submission of documentation (e.g., chart notes) demonstrating one of the following:

1 Involvement of at least 10% body surface area (BSA)
1 SCORIing Atopic Dermatitis (SCORAD) index value of at least 25 [A]
AND
3 - Patient is 18 years of age or older
AND

4 - Prescribed by or in consultation with one of the following:

f
f

5 - Trial and failure of a minimum 30-day supply (14-day supply for topical corticosteroids),
contraindication, or intolerance to at least TWO of the following (verified via paid claims or
submission of records):

AND

Dermatologist
Allergist/Immunologist

AND

1 Medium or higher potency topical corticosteroid
1 Pimecrolimus cream”
1 Tacrolimus ointment
1 Eucrisa (crisaborole) ointment”
Notes *QL Override (For new starts only): Enter 2 PAs as follows: First PA:

Approve 6 syringes per 28 days for one month; Second PA: Approve
4 syringes per 28 days (no overrides needed) for the remaining 11 mo
nths. (Adbry is hard-coded with a quantity of 4 syringes per 28 days);
AProduct may require step therapy
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Product Name: Adbry

Diagnosis

Atopic Dermatitis

Approval Length

12 month(s)

Therapy Stage

Reauthorization

Guideline Type

Prior Authorization

Approval Criteria

1 - Submission of documentation (e.g., chart notes) demonstrating positive clinical response
to therapy as evidenced by at least ONE of the following:

1 Reduction in body surface area involvement from baseline
71 Reduction in SCORIing Atopic Dermatitis (SCORAD) index value from baseline [A]

3. Background

Clinical Practice Guidelines
Table 1. Relative potencies of topical corticosteroids [2]
Class Drug Dosage Form Strength
(%)
Very high  Augmented betamethasone  Ointment, gel 0.05
potency dipropionate
Clobetasol propionate Cream, foam, ointment 0.05
Diflorasone diacetate Ointment 0.05
Halobetasol propionate Cream, ointment 0.05
High Amcinonide Cream, lotion, ointment 0.1
Potency -
Augmented betamethasone  Cream, lotion 0.05
dipropionate

Paged6



Betamethasone dipropionate  Cream, foam, ointment, 0.05
solution
Desoximetasone Cream, ointment 0.25
Desoximetasone Gel 0.05
Diflorasone diacetate Cream 0.05
Fluocinonide Cream, gel, ointment, solution 0.05
Halcinonide Cream, ointment 0.1
Mometasone furoate Ointment 0.1
Triamcinolone acetonide Cream, ointment 0.5
Medium Betamethasone valerate Cream, foam, lotion, ointment 0.1
potency
Clocortolone pivalate Cream 0.1
Desoximetasone Cream 0.05
Fluocinolone acetonide Cream, ointment 0.025
Flurandrenolide Cream, ointment, lotion 0.05
Fluticasone propionate Cream 0.05
Fluticasone propionate Ointment 0.005
Mometasone furoate Cream, lotion 0.1
Triamcinolone acetonide Cream, ointment, lotion 0.1
Lower- Hydrocortisone butyrate Cream, ointment, solution 0.1
medium
potency Hydrocortisone probutate Cream 0.1
Hydrocortisone valerate Cream, ointment 0.2
Prednicarbate Cream 0.1
Low Alclometasone dipropionate ~ Cream, ointment 0.05
potency : :
Desonide Cream, gel, foam, ointment 0.05
Fluocinolone acetonide Cream, solution 0.01
Dexamethasone Cream 0.1
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Lowest
potency

Hydrocortisone Cream, lotion, ointment, 0.25,0.5,1
solution
Hydrocortisone acetate Cream, ointment 0.5-1

4 . Revision History

Date

Notes

3/4/2022

New Program
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ADHD AgentsAZM
Medicaid- Arizona (AZM, AZMREF, AZMDDD)

QY |
N OPTUM
Prior Authorization Guideline
GL-109904 ADHD Agents - AZM

Formulary Medicaid - Arizona (AZM, AZMREF, AZMDDD)

Formulary Note

Guideline Note:
Effective Date: 8/1/2022

1. Criteria

Product Name: Brand Adderall, generic amphetamine/dextroamphetamine tablets, brand
Adderall XR, brand Concerta ER, Daytrana, generic dexmethylphenidate tablets, brand
Focalin XR, brand Methylin solution, generic methylphenidate tablets, brand Ritalin LA,
generic methylphenidate ER (CD) capsules, Vyvanse capsules, generic atomoxetine, generic
clonidine ER, generic guanfacine ER, generic dextroamphetamine tablets

Diagnosis ADHD Medications for Use in Children Under 6 Years Old
Approval Length 12 month(s)
Guideline Type Prior Authorization

Approval Criteria
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1 - The requesting clinician has documented that the child has a diagnosis of attention deficit
hyperactivity disorder (ADHD)

2 - The requesting clinician has documented that psychosocial issues have been evaluated
before request for ADHD medications

3 - The requesting clinician has documented non-medication alternatives that have been
attempted before request for ADHD medications

4 - The requested dose does NOT exceed the Food and Drug Administration (FDA)
recommended maximum daily dosage unless the provider has submitted clinical justification
for the dose exceeding the FDA maximum

AND

AND

AND

Product Name: Non-Preferred Drugs: Brand Adhansia XR, Brand Adzenys XR-ODT, generic
amphetamine ER, generic amphetamine , generic amphetamine/dextroamphetamine
capsules, Brand Aptensio XR, Brand Azstarys, Brand Cotempla XR-ODT, Brand Desoxyn,
Brand Dexedrine, generic dexmethylphenidate ER, generic dexmethylphenidate capsules,
generic dexmethylphenidate ER, generic dextroamphetamine capsules, generic
dextroamphetamine ER, Brand Dyanavel XR (oral suspension and chewable tablets), Brand
Evekeo ODT, Brand Focalin, Brand Intuniv, Brand Jornay PM, generic methamphetamine,
generic methylphenidate capsule, generic methylphenidate ER tablets, generic
methylphenidate ER (LA) , Brand Mydayis, Brand Procentra, Brand Qelbree, Brand Quillichew
ER, Brand Quillivant XR, generic relexxii, Brand Ritalin, Brand Strattera, Brand Vyvanse
Chewables, Brand Zenzedi

Approval Length

12 month(s)

Guideline Type

Prior Authorization

Approval Criteria

1 - The patient has a history of failure, contraindication, or intolerance to a trial to FOUR of the
following preferred products*:
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Brand Adderall

generic amphetamine/dextroamphetamine tablets
Brand Adderall XR

Brand Concerta ER

Daytrana

generic dexmethylphenidate tablets

Brand Focalin XR

Brand Methylin solution

generic methylphenidate tablets

Brand Ritalin LA

generic methylphenidate ER (CD) capsules
Vyvanse capsules

generic atomoxetine

generic clonidine ER

generic guanfacine ER

generic dextroamphetamine tablets

Notes

*Alternatives may require prior authorization

2 . Revision History

Date

Notes

7/28/2022

Added Dyanavel XR chewable tablets as target to NP section.
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Aduhelm (aducanumahvwa)

Medicaid- Arizona SP (AZM, AZMREF, AZMDDD)

£

< OPTUM"

Prior Authorization Guideline

GL-107262 Aduhelm (aducanumab-avwa)

Formulary Medicaid - Arizona SP (AZM, AZMREF, AZMDDD)

Formulary Note

Guideline Note:

Effective Date:

5/17/2022

1. Criteria

Product Name: Aduhelm

Diagnosis

Alzheimer's Disease - MEDICARE PART B*

Approval Length

6 month(s)

Guideline Type

Medicare Part B

Approval Criteria

1 - Requested medication is billed through Medicare Part B
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2 - Submission of documentation confirming patient is enrolled in a CMS approved
prospective comparative study

AND

Notes

*Note: THIS SECTION SHOULD ONLY BE USED FOR DUAL ELIGIB
LE MEMBERS (WILL HAVE AZMDUAL PLAN CODE) COVERED UN
DER MEDICARE PART B THAT ARE REQUESTING SECONDARY
COVERAGE.

Product Name: Aduhelm

Diagnosis

Alzheimer's Disease - MEDICARE PART D*

Approval Length

None

Guideline Type

Prior Authorization requests from providers from Medicare Part D for
Dual Eligible Members

Approval Criteria

1 - Requested medication is billed through Medicare Part D

2 - Requests for coverage of Aduhelm (aducanumab) are not authorized and will not be

approved under Part D

AND

Notes

*Note: THIS SECTION SHOULD ONLY BE USED FOR DUAL ELIGIB
LE MEMBERS (WILL HAVE AZMDUAL PLAN CODE). APPROVAL L
ENGTH: NONE - REQUESTS FOR ADUHELM ARE NOT COVERED
UNDER MEDICARE PART D AND SHALL BE DENIED AS A BENEF
IT EXCLUSION.

Product Name: Aduhelm

Diagnosis

Alzheimer's Disease - FEE-FOR-SERVICE

Approval Length

6 month(s)

Therapy Stage

Initial Authorization

Guideline Type

Prior Authorization
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Approval Criteria
1 - Diagnosis of one of the following:

1 Mild cognitive impairment (MCI) due to Alzheimer's Disease (AD)
1 Mild dementia due to Al zhei mero6s Diseas

AND

2 - Submission of medical records (e.g., chart notes, laboratory values, examination histories)
documenting the basis for diagnosis, including all of the following:
2.1 Documentation of a comprehensive history and neurological examination, inclusive of a
description of the nature and duration of cognitive symptoms within the previous 3 months
AND
2.2 Medical records documenting baseline (within the previous three months) cognitive
function based on ONE of the following objective assessments:
1 Mini-Menta | St ate Examination (MMSE) score
T Montreal Cognitive Assessment (MoCA) sc
AND
2.3 Medical records documenting confirmed evidence of clinically significant AD
neuropathology based on ONE of the following:
1 Cerebral Spinal Fluid (CSF) biomarkers
1 Amyloid positron emission tomography (PET)

AND

3 - Patient has received recent (within the previous 3 months) baseline brain magnetic
resonance imaging (MRI) prior to initiating treatment

AND
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4 - Patient does not have significant cerebrovascular disease as established by brain MRI

showing any of the following:

71 Acute or sub-acute hemorrhage

1

to an underlying structural or vascular hemorrhage)
4 or more brain microhemorrhages

Cortical infarct

More than 1 lacunar infarct

Superficial siderosis

History of diffuse white matter disease

=a =8 —a -8 -9

AND

5 - Patient does not have any of the following non-AD neurodegenerative disorders:

1 Probable dementia with Lewy bodies by consensus criteria
1 Suspected frontotemporal degeneration
1 Dementia in down syndrome

AND

6 - Patient does not have any of the following exclusionary neurological or psychiatric
conditions:

1 Uncontrolled seizure disorder
1 Uncontrolled mood disorder, anxiety disorder, or psychosis
1 Substance use disorder active in the past 2 years

AND

7 - Patient does not have any of the following cardiovascular conditions:

Uncontrolled hypertension

Coronary artery disease (including unstable angina and myocardial infarction)
Heart failure

Arrhythmia

Clinically significant carotid atherosclerosis and/or peripheral arterial disease

= =4 -8 —a -9

AND

Prior macro-hemorrhage or prior subarachnoid hemorrhage (unless finding is not due
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8 - Both of the following:
1 Patient is not currently taking an anticoagulant or antiplatelet agent (unless aspirin 325
mg/day or less)

1 Patient has no history of transient ischemic attack (TIA), stroke, or unexplained loss of
consciousness within previous year prior to initiating treatment

AND

9 - Patient does not have any uncontrolled clinically significant chronic medical condition (e.qg.,
liver disease, kidney disease, pulmonary disease, autoimmune disease requiring chronic
immunosuppression, malignant neoplasm, active chronic infection [HIV, HCV], poorly
controlled diabetes mellitus)

AND

10 - Prescribed dosing is in accordance with the United States Food and Drug Administration
approved labeling

AND

11 - Prescribed by or in consultation with one of the following:
1 Neurologist
1 Geriatrics specialist

AND

12 - Prescriber attests that the patient and/or authorized representative (e.g., power of
attorney, invoked health care proxy) has shared in decision-making and has been informed on
the known and potential risks and lack of established clinical benefit associated with Aduhelm
(aducanumab-avwa) treatment

AND

13 - Therapy should be discontinued permanently and the request should be denied if one or
more of the following apply:
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1 I'f the patient has had O 10 new inciden
severity (including asymptomatic)

1 If the patient had a serious event [Serious events include concern for immediate risk of
death (a life-threatening event); inpatient hospitalization or prolongation of existing
hospitalization due to symptoms; new persistent or significant disability/incapacity]

9 I'f the patient has had O 3 new incident
clinical severity (including asymptomatic) therapy should be discontinued permanently
and the request should be denied

Notes *NOTE: If the patienthashad ©1 0 new i ncident m

gardless of clinical severity (including asymptomatic) therapy should b
e discontinued permanently and the request should be denied. *NOTE
: I'f the patient had a serious ¢
*NOTE:Ift he patient has had O3 new
rosis, regardless of clinical severity (including asymptomatic) therapy
should be discontinued permanently and the request should be denie
d. ASerious events incl udedeath@ lifetg
hreatening event); inpatient hospitalization or prolongation of existing
hospitalization due to symptoms; new persistent or significant disabilit
y/ incapacity. VyRequest sby-cabeavithicloic |
al review and MD advisor.

Product Name: Aduhelm

Diagnosis Alzheimer's Disease - FEE-FOR-SERVICE
Approval Length 6 month(s)

Therapy Stage Reauthorization

Guideline Type Prior Authorization

Approval Criteria

1 - Prescribed dosing is in accordance with the United States Food and Drug Administration
approved labeling

2 - Follow-up MRIs have been conducted at the following timeframes:

=a =8 —a A

AND

Week 14 (after 4th infusion, prior to first 6 mg/kg dose)
Week 22 (after 6th infusion, prior to first 10 mg/kg dose)
Week 30 (after 8th infusion, prior to third 10 mg/kg dose)
Week 42 (after 11th infusion, prior to sixth 10 mg/kg dose)
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1 Every 6 months thereafter
AND

3-Patientdés diagnosis continues to be mild
to Al zheimerds disease as established by o

3.1 One of the following:

T Mini Ment al State Exam (MMSE) score 0,2
1 MontrealCogni ti ve Assessment (MoCA) score O

OR

3.2 Both of the following:

1 MMSE <24 or MoCA <15
7 Rate of decline was slower than expected (<2 points/year)

AND

4 - ONE of the following (ARIA-H, microhemorrhages):

Patient has had no new incident microhemorrhage

Patient has had 1 to 4 new incident microhemorrhage(s) AND microhemorrhages are

asymptomatic (no clinical symptoms)

1 Patient has had 5 to 9 new incident microhemorrhages AND microhemorrhages are
asymptomatic (no clinical symptoms) AND the microhemorrhages have been
stabilized

71 Patient has had 1 to 9 new incident microhemorrhages AND microhemorrhages

resulted in mild, moderate or severe clinical symptoms AND the microhemorrhages
have been stabilized

= =

AND

5 - ONE of the following (ARIA-H, superficial siderosis)

1 Patient has had no new incident areas of superficial siderosis
1 Patient has had 1 new incident area of superficial siderosis AND superficial siderosis
is asymptomatic (no clinical symptoms)
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1 Patient has had 2 new incident areas of superficial siderosis AND superficial siderosis
is asymptomatic (no clinical symptoms) AND the superficial siderosis has been
stabilized

1 Patient has had 1 to 2 new incident areas of superficial siderosis AND superficial
siderosis resulted in mild, moderate or severe clinical symptoms AND the superficial
siderosis has been stabilized

AND

6 - ONE of the following (ARIA-E)

Patient has had no new ARIA-E

Patient has mild ARIA-E on MRI AND ARIA-E is asymptomatic (no clinical symptoms)
Patient has had moderate or severe ARIA-E on MRI AND ARIA-E is asymptomatic (no
clinical symptoms) AND the ARIA-E is stable

1 Patient has had mild, moderate or severe ARIA-E on MRI AND ARIA-E resulted in
mild, moderate or severe clinical symptoms AND the ARIA-E is stable

= =& —a

AND

7 - One of the following:
7.1 Patient does not meet ANY of the following:

Initiation of anticoagulation

Development of active immune-me di at ed/ aut oi mmune condi

disease, SLE, aplastic anemia, myasthenia gravis, meningitis/encephalitis)

1 Initiation of immunomodulatory medications (e.g., cancer immunotherapies, rituximab,
azathioprine)

1 Development of other neurologic conditions (e.g., intracerebral bleeds, TBI, stroke)

f
f

OR
7.2 BOTH of the following:
1 Patient does meet one of the above
1T Prescriber documents clinical rati onal €
AND

8 - Prescribed by or in consultation with one of the following:
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1 Neurologist
1 Geriatric specialist

AND

9 - Therapy should be discontinued permanently and the request should be denied if one or
more of the following apply:

1 I'f the patient has had O 10 new inciden
severity (including asymptomatic)

1 If the patient had a serious event [Serious events include concern for immediate risk of
death (a life-threatening event); inpatient hospitalization or prolongation of existing
hospitalization due to symptoms; new persistent or significant disability/incapacity]

 Ifthepatenthas had O 3 new incident areas of
clinical severity (including asymptomatic) therapy should be discontinued permanently
and the request should be denied

Notes *NOTE: | f the patient hasmohhages, @]
gardless of clinical severity (including asymptomatic) therapy should b
e discontinued permanently and the request should be denied. *NOTE
: I'f the patient had a serious ¢
*NOTE: | f the pawihcaentarehsafsupbricidl side]
rosis, regardless of clinical severity (including asymptomatic) therapy
should be discontinued permanently and the request should be denie
d. ASerious events include con ctg
hreatening event); inpatient hospitalization or prolongation of existing
hospitalization due to symptoms; new persistent or significant disabilit
y/ incapacity. VyRequest sby-cabeavithicloic |
al review and MD advisor.

2 . Background

Clinical Practice Guidelines

Appendix

ARIA - H (Microhemorrhages)

New Incident Microhemorrhages

Radiographic Severity
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Clinical
Sympto
m
Severity

Mild (1 to 4) Moderate (5 to 9) Severe
Asymptomatic | Continue treatment; | Suspend treatment; Stop
MRI g4w until stable | MRI g4w until stable; | Permanently
Restart once stable
Mild Suspend treatment; Stop
MRI g4w until stable Permanently
Moderate Restart once stable and clinical symptoms
Severe resolved
Serious Stop Permanently

ARIA - H (Superficial Siderosis)

New Incident Areas of Superficial Siderosis (Central Read)

Radiographic Severity

Clinical
Sympto
m
Severity

Mild (1) Moderate (2) Severe
Clinical [ Asymptomatic | Continue treatment; | Suspend treatment; Stop
Sympto MRI g4w until stable | MRI g4w until stable; | Permanently
m Restart once stable
Severity -
Mild Suspend treatment; Stop
MRI g4w until stable Permanently
Moderate Restart once stable and clinical symptoms
S resolved
Serious Stop Permanently
ARIA - E

ARIA-E Severity on MRI (Central Read)

Radiographic Severity

Mild

Moderate

Severe

Asymptomatic | Continue treatment; | Suspend treatment;
MRI g4w until stable | MRI g4w until stable;
Restart once stable
Mild

Page6l




Moderate

Suspend treatment;

Severe

MRI g4w until stable
Restart once stable and clinical symptoms resolved

Serious

Stop Permanently

3. Revision History

Date

Notes

5/17/2022

Updated Medicare sections for clarification.
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Aemcolo

Medicaid- Arizona (AZM, AZMREF, AZMDDD)

7

< OPTUM"’

GL-99426 Aemcolo

Prior Authorization Guideline

Formulary Medicaid - Arizona (AZM, AZMREF, AZMDDD)

Formulary Note

Guideline Note:

Effective Date:

12/9/2021

1. Criteria

Product Name: Aemcolo

Approval Length

1 month(s)

Guideline Type

Prior Authorization

Approval Criteria

1-Di agnosi s

of travel er so

AND

di arrhea
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2 - History of failure, contraindication, or intolerance to ONE of the following:

Azithromycin (generic Zithromax)
Ciprofloxacin (generic Cipro)
Levofloxacin (generic Levaquin)
Ofloxacin (generic Floxin)

2 . Revision History

Date

Notes

3/10/2021

Bulk Copy C&S Arizona to Arizona Standard
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Afinitor

Medicaid- Arizona SP (AZM, AZMREF, AZMDDD)

£

< OPTUM"

GL-99709  Afinitor

Formulary Medicaid - Arizona SP (AZM, AZMREF, AZMDDD)

Formulary Note

Guideline Note:

Prior Authorization Guideline

Effective Date:

12/9/2021

1. Criteria

Product Name: Brand Afinitor, generic everolimus, Afinitor Disperz

Diagnosis

Neuroendocrine tumors

Approval Length

12 month(s)

Therapy Stage

Initial Authorization

Guideline Type

Prior Authorization

Approval Criteria

1 - Diagnosis of one of the following:

1 Neuroendocrine tumors of pancreatic origin
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1 Neuroendocrine
1 Neuroendocrine
1 Neuroendocrine

tumors of gastrointestinal origin
tumors of lung origin
tumors of thymic origin

AND

2 - Disease is progressive

3 - One of the following:

AND

1 Disease is unresectable
71 Disease is locally advanced
1 Disease is metastatic

Product Name: Brand Afinitor, generic everolimus, Afinitor Disperz

Diagnosis

Neuroendocrine Tumors

Approval Length

12 month(s)

Therapy Stage

Reauthorization

Guideline Type

Prior Authorization

Approval Criteria

1 - Patient does not show evidence of progressive disease while on Afinitor therapy

Product Name: Brand Afinitor, generic everolimus, Afinitor Disperz

Diagnosis

Renal cell cancer

Approval Length

12 month(s)

Therapy Stage

Initial Authorization

Guideline Type

Prior Authorization

Approval Criteria
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1 - Diagnosis of renal cell cancer

AND

2 - One of the following:

2.1 Disease has relapsed

OR

2.2 BOTH of the following

1 Medically or surgically unresectable tumor

71 Diagnosis of Stage IV disease

AND

3 - One of the following:

3.1 Patient with non-clear cell histology

OR

3.2 Both of the following:

3.2.1 Patient with predominantly clear cell histology

AND

3.2.2 History of failure, contraindication, or intolerance to at least one prior systemic therapy
[e.g., Nexavar (sorafenib), Sutent (sunitinib), Opdivo (nivolumab), Cabometyx (cabozantinib)]

Product Name: Brand Afinitor, generic everolimus, Afinitor Disperz

Diagnosis Renal cell cancer

Approval Length 12 month(s)
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Therapy Stage

Reauthorization

Guideline Type

Prior Authorization

Approval Criteria

1 - Patient does not show evidence of progressive disease while on Afinitor therapy

Product Name: Brand Afinitor, generic everolimus, Afinitor Disperz

Diagnosis

Renal Angiomyolipoma with Tuberous Sclerosis Complex

Approval Length

12 month(s)

Therapy Stage

Initial Authorization

Guideline Type

Prior Authorization

Approval Criteria

1 - Diagnosis of renal angiomyolipoma and tuberous sclerosis complex (TSC), not requiring

immediate surgery

Product Name: Brand Afinitor, generic everolimus, Afinitor Disperz

Diagnosis

Renal Angiomyolipoma with Tuberous Sclerosis Complex

Approval Length

12 month(s)

Therapy Stage

Reauthorization

Guideline Type

Prior Authorization

Approval Criteria

1 - Patient does not show evidence of progressive disease while on Afinitor therapy

Product Name: Brand Afinitor, generic everolimus, Afinitor Disperz

Diagnosis

Subependymal Giant Cell Astrocytoma Associated with Tuberous
Sclerosis Complex

Approval Length

12 month(s)

Therapy Stage

Initial Authorization

Guideline Type

Prior Authorization
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Approval Criteria
1 - Diagnosis of subependymal giant cell astrocytoma (SEGA) associated with tuberous
sclerosis (TS)

AND

2 - Patient is not a candidate for curative surgical resection

Product Name: Brand Afinitor, generic everolimus, Afinitor Disperz

Diagnosis Subependymal Giant Cell Astrocytoma Associated with Tuberous
Sclerosis Complex

Approval Length 12 month(s)

Therapy Stage Reauthorization

Guideline Type Prior Authorization

Approval Criteria

1 - Patient does not show evidence of progressive disease while on Afinitor therapy

Product Name: Brand Afinitor, generic everolimus, Afinitor Disperz

Diagnosis Waldenstroms Macroglobulinemia or Lymphoplasmacytic Lymphoma
Approval Length 12 month(s)

Therapy Stage Initial Authorization

Guideline Type Prior Authorization

Approval Criteria
1 - Diagnosis of one of the following:

1 Waldenstréms macroglobulinemia
1 Lymphoplasmacytic lymphoma
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2 - One of the following:

71 Disease is hon-responsive to primary treatment

71 Disease is progr

essive

71 Disease has relapsed

AND

Product Name: Brand Afinitor, generic everolimus, Afinitor Disperz

Diagnosis

Waldenstroms Macroglobulinemia or Lymphoplasmacytic Lymphoma

Approval Length

12 month(s)

Therapy Stage

Reauthorization

Guideline Type

Prior Authorization

Approval Criteria

1 - Patient does not show evidence of progressive disease while on Afinitor therapy

Product Name: Brand Afinitor, generic everolimus, Afinitor Disperz

Diagnosis

Breast Cancer

Approval Length

12 month(s)

Therapy Stage

Initial Authorization

Guideline Type

Prior Authorization

Approval Criteria

1 - Diagnosis of breast cancer

2 - One of the following:

2.1 Disease is recurrent

AND
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OR

2.2 Disease is metastatic

AND

3 - One of the following:

3.1 Disease is hormone receptor positive (HR+) [i.e., estrogen-receptor-positive (ER+) or

progesterone-receptor-positive (PR+)]

OR

3.2 BOTH of the following:

71 Disease is hormone receptor negative (HR-)

71 Disease has clinical characteristics that predict a HR+ tumor

AND

4 - Disease is human epidermal growth factor receptor 2 (HER2)-negative

AND

5 - One of the following:

5.1 Patient is a postmenopausal woman

OR

5.2 BOTH of the following:

1 Patient is a premenopausal woman
1 Patient is being treated with ovarian ablation/suppression
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OR

5.3 Patient is male

AND

6 - One of the following:
6.1 Both of the following:

6.1.1 Used in combination with Aromasin (exemestane)

AND

6.1.2 One of the following:
6.1.2.1 Disease progressed while on or within 12 months of non-steroidal aromatase

inhibitor [e.g., Arimidex (anastrozole), Femara (letrozole)] therapy

OR
6.1.2.2 Patient was treated with tamoxifen at any time
OR
6.2 Used in combination with ONE of the following:

1 Fulvestrant
1 Tamoxifen

Product Name: Brand Afinitor, generic everolimus, Afinitor Disperz

Diagnosis Breast Cancer
Approval Length 12 month(s)
Therapy Stage Reauthorization
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Guideline Type Prior Authorization

Approval Criteria

1 - Patient does not show evidence of progressive disease while on Afinitor therapy

Product Name: Brand Afinitor, generic everolimus, Afinitor Disperz

Diagnosis Hodgkin Lymphoma
Approval Length 12 month(s)
Therapy Stage Initial Authorization
Guideline Type Prior Authorization

Approval Criteria

1 - Diagnosis of classical Hodgkin lymphoma

AND

2 - ONE of the following:

71 Disease is refractory
71 Disease has relapsed

Product Name: Brand Afinitor, generic everolimus, Afinitor Disperz

Diagnosis Hodgkin Lymphoma
Approval Length 12 month(s)
Therapy Stage Reauthorization
Guideline Type Prior Authorization

Approval Criteria

1 - Patient does not show evidence of progressive disease while on Afinitor therapy
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Product Name: Brand Afinitor, generic everolimus, Afinitor Disperz

Diagnosis PEComa (perivascular epitheliod cell tumor), recurrent

stromal tumor (GIST)

angiomyolipoma, lymphangioleiomyomatosis, or gastrointestinal

Approval Length 12 month(s)
Therapy Stage Initial Authorization
Guideline Type Prior Authorization

Approval Criteria

1 - Diagnosis of PEComa (perivascular epitheliod cell tumor)

OR
2 - Diagnosis of recurrent angiomyolipoma

OR
3 - Diagnosis of lymphangioleiomyomatosis

OR

4 - All of the following:

4.1 Diagnosis of Gastrointestinal Stromal Tumor (GIST)

AND

4.2 Disease has progressed after single agent therapy with ONE of the following:

1 Gleevec (imatinib)
1 Sutent (sunitinib)
1 Stivarga (regorafenib)

AND
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4.3 Used in combination with ONE of the following:

1 Gleevec (imatinib)
1 Sutent (sunitinib)
1 Stivarga (regorafenib)

Product Name: Brand Afinitor, generic everolimus, Afinitor Disperz

Diagnosis PEComa (perivascular epitheliod cell tumor), recurrent
angiomyolipoma, lymphangioleiomyomatosis, or gastrointestinal
stromal tumor (GIST)

Approval Length 12 month(s)
Therapy Stage Reauthorization
Guideline Type Prior Authorization

Approval Criteria

1 - Patient does not show evidence of progressive disease while on Afinitor therapy

Product Name: Brand Afinitor, generic everolimus, Afinitor Disperz

Diagnosis Thymic Carcinoma or Thymoma
Approval Length 12 month(s)

Therapy Stage Initial Authorization

Guideline Type Prior Authorization

Approval Criteria

1 - One of the following:
71 Diagnosis of thymic carcinoma
1 Diagnosis of thymoma

AND

2 - ONE of the following:
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2.1 History of failure, contraindication, or intolerance to at least one prior first-line

chemotherapy regimen

OR

2.2 Patient has extrathoracic metastatic disease

Product Name: Brand Afinitor, generic everolimus, Afinitor Disperz

Diagnosis

Thymic Carcinoma or Thymoma

Approval Length

12 month(s)

Therapy Stage

Reauthorization

Guideline Type

Prior Authorization

Approval Criteria

1 - Patient does not show evidence of progressive disease while on Afinitor therapy

Product Name: Brand Afinitor, generic everolimus, Afinitor Disperz

Diagnosis

Follicular carcinoma, Hurthle cell carcinoma, or papillary carcinoma

Approval Length

12 month(s)

Therapy Stage

Initial Authorization

Guideline Type

Prior Authorization

Approval Criteria

1 - Diagnosis of ONE of the following:

1 Follicular carcinoma
1 Hurthle cell carcinoma
1 Papillary carcinoma

2 - ONE of the following:

AND
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1 Unresectable locoregional recurrent disease
1 Persistent disease
1 Metastatic disease

3 - ONE of the following:

1 Patient has symptomatic disease
1 Patient has progressive disease

4 - Disease is refractory to radioactive iodine treatment

AND

AND

Product Name: Brand Afinitor, generic everolimus, Afinitor Disperz

Diagnosis

Follicular carcinoma, Hurthle cell carcinoma, or papillary carcinoma

Approval Length

12 month(s)

Therapy Stage

Reauthorization

Guideline Type

Prior Authorization

Approval Criteria

1 - Patient does not show evidence of progressive disease while on Afinitor therapy

Product Name: Brand Afinitor, generic everolimus, Afinitor Disperz

Diagnosis

Meningioma

Approval Length

12 month(s)

Therapy Stage

Initial Authorization

Guideline Type

Prior Authorization

Approval Criteria

1 - Diagnosis of meningioma
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AND

2 - Disease is recurrent or progressive

AND

3 - Surgery and/or radiation is not possible

AND

4 - Used in combination with bevacizumab (e.g., Avastin, Myasi)

Product Name: Brand Afinitor, generic everolimus, Afinitor Disperz

Diagnosis Meningioma
Approval Length 12 month(s)
Therapy Stage Reauthorization

Guideline Type

Prior Authorization

Approval Criteria

1 - Patient does not show evidence of progressive disease while on Afinitor therapy

Product Name: Brand Afinitor, generic everolimus, Afinitor Disperz

Diagnosis

Endometrial Carcinoma

Approval Length

12 month(s)

Therapy Stage

Initial Authorization

Guideline Type

Prior Authorization

Approval Criteria

1 - Diagnosis of endometrial carcinoma
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AND

2 - Used in combination with letrozole

Product Name: Brand Afinitor, generic everolimus, Afinitor Disperz

Diagnosis Endometrial Carcinoma
Approval Length 12 month(s)

Therapy Stage Reauthorization
Guideline Type Prior Authorization

Approval Criteria

1 - Patient does not show evidence of progressive disease while on Afinitor therapy

Product Name: Brand Afinitor, generic everolimus, Afinitor Disperz

Diagnosis Tuberous Sclerosis Complex associated Partial-Onset Seizures
Approval Length 12 month(s)

Therapy Stage Initial Authorization

Guideline Type Prior Authorization

Approval Criteria

1 - Diagnosis of tuberous sclerosis complex associated partial-onset seizures

AND

2 - Used as adjunctive therapy

Product Name: Brand Afinitor, generic everolimus, Afinitor Disperz

Diagnosis Tuberous Sclerosis Complex associated Partial-Onset Seizures

Approval Length 12 month(s)
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Therapy Stage

Reauthorization

Guideline Type

Prior Authorization

Approval Criteria

1 - Patient does not show evidence of progressive disease while on Afinitor therapy

Product Name: Brand Afinitor, generic everolimus, Afinitor Disperz

Diagnosis

NCCN Recommended Regimens

Approval Length

12 month(s)

Therapy Stage

Initial Authorization

Guideline Type

Prior Authorization

Approval Criteria

1 - Use supported by The National Comprehensive Cancer Network (NCCN) Drugs and
Biologics Compendium with a Category of Evidence and Consensus of 1, 2A, or 2B.

Product Name: Brand Afinitor, generic everolimus, Afinitor Disperz

Diagnosis

NCCN Recommended Regimens

Approval Length

12 month(s)

Therapy Stage

Reauthorization

Guideline Type

Prior Authorization

Approval Criteria

1 - Documentation of positive clinical response to Afinitor therapy

2 . Revision History

Date

Notes

5/12/2021

Arizona Medicaid 7.1 Implementation
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Afrezza

Medicaid- Arizona (AZM, AZMREF, AZMDDD)

£

N OPTU

GL-99427  Afrezza

M

Prior Authorization Guideline

Formulary Medicaid - Arizona (AZM, AZMREF, AZMDDD)

Formulary Note

Guideline Note:

Effective Date:

12/9/2021

1. Criteria

Product Name: Afrezza

Diagnosis

Type 1 or Type 2 diabetes mellitus

Approval Length

12 month(s)

Therapy Stage

Initial Authorization

Guideline Type

Prior Authorization

Approval Criteria

1 - One of the following:
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1.1 Diagnosis of type 1 diabetes mellitus and used in combination with a basal insulin or
continuous insulin pump

OR

1.2 Diagnosis of type 2 diabetes mellitus

AND

2 - Patient is unable to self-inject medications (e.g. Humalog, Lantus, Levemir) due to ONE of
the following:

Physical impairment

Visual impairment

Lipohypertrophy

Documented needle-phobia to the degree that the patient has previously refused any
injectable therapy or medical procedure (refer to DSM-5 for specific phobia diagnostic
criteria)

= =4 —a A

AND

3 - Forced Expiratory Volume (FEV1) within the last 60 days is greater than or equal to 70%
of expected normal as determined by the physician

AND

4 - Afrezza will not be approved in patients with ONE of the following:

1  Who smoke cigarettes
1 Who recently quit smoking (within the past 6 months)
1 With chronic lung disease (e.g. asthma, chronic obstructive pulmonary disease)

Product Name: Afrezza

Diagnosis Type 1 or Type 2 diabetes mellitus
Approval Length 12 month(s)
Therapy Stage Reauthorization
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Guideline Type Prior Authorization

Approval Criteria

1 - Repeat pulmonary function test confirms that patient has NOT experienced a decline of
20% or more in Forced Expiratory Volume (FEV1)

AND

2 - Patient continues to be unable to self-inject short-acting insulin due to ONE of the
following:

Physical impairment

Visual impairment

Lipohypertrophy

Documented needle-phobia to the degree that the patient has previously refused any
injectable therapy or medical procedure (refer to DSM-5 for specific phobia diagnostic
criteria)

= =4 —a A

AND

3 - Patient continues to not smoke cigarettes

2 . Revision History

Date Notes

3/10/2021 Bulk Copy C&S Arizona to Arizona Standard
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Aldurazyme Arizona

Medicaid- Arizona (AZMAZMREF, AZMDDD)

£

) .
YOPTUM
Prior Authorization Guideline
GL-99428  Aldurazyme - Arizona

Formulary Medicaid - Arizona (AZM, AZMREF, AZMDDD)

Formulary Note

Guideline Note:

Effective Date: 12/9/2021

1. Criteria

Product Name: Aldurazyme

Approval Length 12 month(s)

Guideline Type Prior Authorization

Approval Criteria
1 - One of the following:

1.1 Confirmed diagnosis of Hurler and Hurler-Scheie forms of Mucopolysaccharidosis |
(MPS )
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1.2 Both the following:

OR

1.2.1 Confirmed diagnosis of Scheie form of Mucopolysaccharidosis | (MPS 1)

AND

1.2.2 Have moderate to severe symptoms

2 . Revision History

Date

Notes

3/10/2021

Bulk Copy C&S Arizona to Arizona Standard
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Alecensa

Medicaid- Arizona SP (AZM, AZMREF, AZMDDD)

£

< OPTUM"

GL-99674  Alecensa

Prior Authorization Guideline

Formulary Medicaid - Arizona SP (AZM, AZMREF, AZMDDD)

Formulary Note

Guideline Note:

Effective Date:

12/9/2021

1. Criteria

Product Name: Alecensa

Diagnosis

Non-Small Cell Lung Cancer (NSCLC)

Approval Length

12 month(s)

Therapy Stage

Initial Authorization

Guideline Type

Prior Authorization

Approval Criteria

1 - Diagnosis of non-small cell lung cancer (NSCLC)
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AND

2 - Disease is one of the following:

1 Metastatic
1 Recurrent

AND

3 - Tumor is anaplastic lymphoma kinase (ALK)-positive

Product Name: Alecensa

Diagnosis

Non-Small Cell Lung Cancer (NSCLC)

Approval Length

12 month(s)

Therapy Stage

Reauthorization

Guideline Type

Prior Authorization

Approval Criteria

1 - Patient does not show evidence of progressive disease while on Alecensa therapy

Product Name: Alecensa

Diagnosis

NCCN Recommended Regimens

Approval Length

12 month(s)

Therapy Stage

Initial Authorization

Guideline Type

Prior Authorization

Approval Criteria

1 - Alecensa will be approved for uses supported by The National Comprehensive Cancer

Network (NCCN) Drugs and Biologics Compendium with a Category of Evidence and
Consensus of 1, 2A, or 2B.
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Product Name: Alecensa

Diagnosis NCCN Recommended Regimens
Approval Length 12 month(s)

Therapy Stage Reauthorization

Guideline Type Prior Authorization

Approval Criteria

1 - Documentation of positive clinical response to Alecensa therapy

2 . Revision History

Date Notes

6/3/2021 7/1 Implementation
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Alinia

Medicaid- Arizona (AZM, AZMREF, AZMDDD)

£

< OPTUM"

GL-99429  Alinia

Prior Authorization Guideline

Formulary Medicaid - Arizona (AZM, AZMREF, AZMDDD)

Formulary Note

Guideline Note:

Effective Date:

12/9/2021

1. Criteria

Product Name: Brand Alinia, generic nitazoxanide

Diagnosis

Diarrhea caused by Giardia lamblia

Approval Length

3 Day(s)

Guideline Type

Prior Authorization

Approval Criteria

1 - Diagnosis of giardiasis
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AND

2 - History of failure, contraindication, or intolerance to metronidazole

Product Name: Brand Alinia, generic nitazoxanide

Diagnosis Diarrhea caused by Cryptosporidium parvum
Approval Length 12 month(s)
Guideline Type Prior Authorization

Approval Criteria

1 - Diagnosis of cryptosporidiosis

2 . Revision History

Date Notes

3/10/2021 Bulk Copy C&S Arizona to Arizona Standard
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Alpha Interferons AZM
Medicaid- Arizona SP (AZM, AZMREF, AZMDDD)

l\
YOPTUM
Prior Authorization Guideline
GL-105169 Alpha Interferons - AZM

Formulary Medicaid - Arizona SP (AZM, AZMREF, AZMDDD)

Formulary Note

Guideline Note:

Effective Date: 4/1/2022

1. Criteria

Product Name: Intron A

Approval Length 12 month(s)

Guideline Type Prior Authorization

Approval Criteria

1 - Submission of medical records (e.g., chart notes, lab work, imaging) documenting
diagnosis of hairy cell leukemia

OR
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2 - Submission of medical records (e.g., chart notes, lab work, imaging) documenting
diagnosis of condylomata acuminata (genital or perianal)

OR

3 - Submission of medical records (e.g., chart notes, lab work, imaging) documenting
diagnosis of AIDS-r el at ed Kaposi 6s sarcoma

OR

4 - Submission of medical records (e.g., chart notes, lab work, imaging) documenting
diagnosis of leptomeningeal metastases

OR

5 - Submission of medical records (e.g., chart notes, lab work, imaging) documenting
diagnosis of meningiomas

OR

6 - Submission of medical records (e.g., chart notes, lab work, imaging) documenting
diagnosis of kidney cancer

OR

7 - Submission of medical records (e.g., chart notes, lab work, imaging) documenting

treatment of myeloproliferative neoplasms (MPNs) such as essential thrombocythemia (ET),

polycythemia vera (PV), or primary myelofibrosis (PM)

OR

8 - Submission of medical records (e.g., chart notes, lab work, imaging) documenting
diagnosis of follicular lymphoma
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OR

9 - Submission of medical records (e.g., chart notes, lab work, imaging) documenting
diagnosis of adult T-cell leukemia, lymphoma

OR

10 - Submission of medical records (e.g., chart notes, lab work, imaging) documenting
diagnosis of mycosis fungoides, Sézary syndrome

OR

11 - Submission of medical records (e.g., chart notes, lab work, imaging) documenting
diagnosis of desmoid tumors/aggressive fibromatosis

OR

12 - Submission of medical records (e.g., chart notes, lab work, imaging) documenting
diagnosis of giant cell tumor of the bone

OR

13 - Submission of medical records (e.g., chart notes, lab work, imaging) documenting
diagnosis of malignant melanoma

Product Name: Alferon N

Approval Length 8 Week(s)

Guideline Type Prior Authorization

Approval Criteria

1 - Submission of medical records (e.g., chart notes, lab work, imaging) documenting
treatment of refractory or recurring external condylomata acuminata (genital or venereal
warts) due to the human papillomavirus (HPV) infection
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2 . Revision History

Date Notes
3/24/2022 Removed Sylatron from guideline, Added Submission of Medical Rec
ords
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Alzheimer's AgentsAZM
Medicaid- Arizona (AZM, AZMREF, AZMDDD)

l\
YOPTUM
Prior Authorization Guideline
GL-109871  Alzheimer's Agents - AZM

Formulary Medicaid - Arizona (AZM, AZMREF, AZMDDD)

Formulary Note

Guideline Note:
Effective Date: 7127/2022

1. Criteria

Product Name: Brand Aricept, generic donepezil, Brand Namenda/Namenda XR, generic
memantine/memantine XR, Brand Razadyne, generic galantamine hydrobromide, Brand
Razadyne ER, generic galantamine ER

Approval Length 12 month(s)

Guideline Type Prior Authorization

Approval Criteria

1-Di agnosis of dementia of the Al zheimeros

Product Name: Brand Exelon, generic rivastigmine
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Approval Length 12 month(s)

Guideline Type Prior Authorization

Approval Criteria

l1-Diagnosis of dementia of the Al zhei mer 6s
OR

2-Di agnosis of dementia associated with Par

Product Name: Adlarity

Approval Length 12 month(s)

Guideline Type Prior Authorization

Approval Criteria

1-Diagnosis of dementia of the Al zhei mer 6s

AND

2 - One of the following:

2.1 History of failure, contraindication or intolerance to ALL of the following preferred drugs*

(verified via paid pharmacy claims):

generic donepezil

generic galantamine IR/ER
generic memantine
generic oral rivastigmine

= =4 —a A

OR

2.2 Both of the following:

2.2.1 History of failure, contraindication or intolerance to generic rivastigmine patch*

(verified via paid pharmacy claims)
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AND

2.2.2 Patient is unable to swallow oral formulations or has documented swallowing
difficulties

Notes *PA may be required

2 . Revision History

Date Notes

712712022 Added XR formulations of Namenda/memantine to product name sec
tion. No change to criteria.
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Ampyra

Medicaid- Arizona SP (AZM, AZMREF, AZMDDD)

£

< OPTUM"

GL-99666 Ampyra

Prior Authorization Guideline

Formulary Medicaid - Arizona SP (AZM, AZMREF, AZMDDD)

Formulary Note

Guideline Note:

Effective Date:

12/9/2021

1. Criteria

Product Name: Brand Ampyra, generic dalfampridine ER

Diagnosis

Multiple Sclerosis

Approval Length

12 month(s)

Therapy Stage

Initial Authorization

Guideline Type

Prior Authorization

Approval Criteria

1 - Diagnosis of multiple sclerosis
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AND

2 - Physician confirmation that patient has difficulty walking (e.g., timed 25-foot walk test)

Product Name: Brand Ampyra, generic dalfampridine ER

Diagnosis Multiple Sclerosis
Approval Length 12 month(s)
Therapy Stage Reauthorization
Guideline Type Prior Authorization

Approval Criteria

1-Physician confirmation that the patient 84

2 . Revision History

Date Notes

3/18/2021 Bulk Copy C&S Arizona SP to Medicaid Arizona SP for 7/1 eff
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Amvuttra (vutrisiran)

Medicaid- Arizona SP (AZM, AZMREF, AZMDDD)

N OPTUM
Prior Authorization Guideline
GL-114478  Amvuttra (vutrisiran)

Formulary Medicaid - Arizona SP (AZM, AZMREF, AZMDDD)

Formulary Note

Guideline Note:

Effective Date: 10/1/2022

1. Criteria

Product Name: Amvuttra

Approval Length 12 month(s)
Therapy Stage Initial Authorization
Guideline Type Prior Authorization

Approval Criteria

1 - Submission of documentation (e.g., chart notes) confirming diagnosis of hereditary
transthyretin-mediated amyloidosis (hATTR amyloidosis) with polyneuropathy
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60%

AND

2 - Patient has a transthyretin (TTR) mutation (e.g., V30M)

AND

3 - Two of the following:

Patient has a baseline polyneuropathy disability (PND) score less than or equal to IlIb
Patient has a baseline familial amyloidotic polyneuropathy (FAP) stage of 1 or 2
Patient has a baseline neuropathy impairment score (NIS) greater than or equal to 5
and less than or equal to 130
1 Patient has a baseline Karnofsky Performance Status score greater than or equal to

AND

4 - Presence of clinical signs and symptoms of the disease (e.g., peripheral/autonomic
neuropathy, walking ability, quality of life)

AND

5 - Patient has not had a liver transplant

AND

6 - Prescribed by or in consultation with a neurologist

Product Name: Amvuttra

Approval Length

12 month(s)

Therapy Stage

Reauthorization

Guideline Type

Prior Authorization
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Approval Criteria

1 - Submission of documentation (e.g., chart notes) confirming positive clinical response to
therapy as evidenced by an improvement in clinical signs and symptoms from baseline (e.g.,
neuropathy, quality of life, gait speed, nutritional status, decrease in serum TTR level)

AND

2 - Two of the following:

1 Patient continues to have a polyneuropathy disability (PND) score less than or equal

to llib

Patient continues to have a familial amyloidotic polyneuropathy (FAP) stage of 1 or 2

Patient continues to have a neuropathy impairment score (NIS) greater than or equal

to 5 and less than or equal to 130

1 Patient continues to have a Karnofsky Performance Status score greater than or equal
to 60%

= =

2 . Revision History

Date Notes

9/26/2022 New Program
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Anthelmintics- Arizona

Medicaid- Arizona (AZM, AZMREF, AZMDDD)

£

< OPTUM"

Prior Authorization Guideline

GL-99431  Anthelmintics - Arizona

Formulary Medicaid - Arizona (AZM, AZMREF, AZMDDD)

Formulary Note

Guideline Note:

Effective Date:

12/9/2021

1. Criteria

Product Name: Brand Albenza, generic albendazole

Diagnosis

See Note section*

Approval Length

1 month(s)

Guideline Type

Prior Authorization

Approval Criteria

1 - Diagnosis of Enterobius vermicularis (pinworm)
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OR

2 - Diagnosis of Hydatid Disease [Echinococcosis (Tapeworm)]

OR

3 - Diagnosis of Ancylostoma/Necatoriasis (Hookworm)

OR

4 - Diagnosis of Ascariasis (Roundworm)

OR

5 - Diagnosis of Mansonella perstans (Filariasis)

OR
6 - Diagnosis of Toxocariasis (Roundworm)

OR
7 - Diagnosis of Trichinellosis

OR
8 - Diagnosis of Trichuriasis (Whipworm)

OR

9 - Diagnosis of Capillariasis
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Notes * Enterobius vermicularis (pinworm), Hydatid Disease [Echinococcosis
(Tapeworm)] Ancylostoma/Necatoriasis (Hookworm), Ascariasis (Rou
ndworm), Mansonella perstans (Filariasis), Toxocariasis (Roundworm)
, Trichinellosis, Trichuriasis (Whipworm), Capillariasis

Product Name: Brand Albenza, generic albendazole

Diagnosis Neurocysticercosis
Approval Length 6 month(s)
Guideline Type Prior Authorization

Approval Criteria

1 - Diagnosis of neurocysticercosis

Product Name: Brand Stromectol, generic ivermectin

Approval Length 1 month(s)

Guideline Type Prior Authorization

Approval Criteria

1 - Diagnosis of intestinal strongyloidiasis due to the nematode parasite Strongyloides
stercoralis

OR

2 - Diagnosis of onchocerciasis due to the nematode parasite Onchocerca volvulus

2 . Revision History

Date Notes

3/10/2021 Bulk Copy C&S Arizona to Arizona Standard
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Anticonvulsants AZM

Medicaid- Arizona (AZM, AZMREF, AZMDDD)

£

< OPTUM"

Prior Authorization Guideline

GL-107448  Anticonvulsants - AZM

Formulary Medicaid - Arizona (AZM, AZMREF, AZMDDD)

Formulary Note

Guideline Note:

Effective Date:

6/1/2022

1. Criteria

Product Name: Aptiom, Briviact, Brand Vimpat, generic lacosamide, Xcopri

Approval Length

12 month(s)

Guideline Type

Prior Authorization

Approval Criteria

the following:

1.1 All of the following:

1 - Submission of medical records (e.g., chart notes, lab work, imaging) documenting ONE of

1.1.1 Diagnosis of partial-onset seizures
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AND

1.1.2 History of greater than or equal to 8 week trial of at least TWO of the following (any
release formulation qualifies):

Carbamazepine*
Divalproex*
Gabapentin*
Lamotrigine*
Levetiracetam*
Oxcarbazepine*
Phenytoin*
Pregabalin*
Topiramate*
Valproic acid*
Zonisamide*

= =4 8 8 _8_8_4a_92._2_-29._-2

AND

1.1.3 One of the following:

1.1.3.3 Trial and failure, contraindication, or intolerance to generic lacosamide (APPLIES
TO BRAND VIMPAT ONLY)

AND

1.1.3.1 Both of the following:
1 Documented history of persisting seizures after titration to the highest tolerated dose

with each medication trial
1 Lack of compliance as a reason for treatment failure has been ruled out

OR

1.1.3.2 Both of the following:

1 Documentation of failure due to intolerable side effects.
1 Reasonable efforts were made to minimize the side effect (e.g. change timing of
dosing, divide dose out for more frequent but smaller doses, etc.)

Pagel07



1.2 For continuation of prior therapy for a seizure disorder

OR

Notes

*Drug may require PA

Product Name: Fycompa

Approval Length

12 month(s)

Guideline Type

Prior Authorization

Approval Criteria

1 - Submission of medical records (e.g., chart notes, lab work, imaging) documenting ONE of

the following:

1.1 All of the following:

1.1.1 Diagnosis of partial-onset or primary generalized tonic-clonic seizures

1.1.2 History of greater than or equal to 8 week trial of at least TWO of the following (any

release formulation qualifies):

Divalproex*
Gabapentin*
Lamotrigine*

Phenytoin*
Pregabalin*
Topiramate*
Valproic acid*
Zonisamide*

=4 =4 48 _a_98_92_-48_9a._-4._-93._-12

Levetiracetam*
Oxcarbazepine*

Carbamazepine*

1.1.3 One of the following:

AND

AND
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1.1.3.1 Both of the following:

1 Documented history of persisting seizures after titration to the highest tolerated dose
with each medication trial
1 Lack of compliance as a reason for treatment failure has been ruled out

OR

1.1.3.2 Both of the following:

1 Documentation of failure due to intolerable side effects.
1 Reasonable efforts were made to minimize the side effect (e.g. change timing of
dosing, divide dose out for more frequent but smaller doses, etc.)

OR

1.2 For continuation of prior therapy for a seizure disorder

Notes *Drug may require PA

Product Name: Epidiolex

Approval Length 12 month(s)

Guideline Type Prior Authorization

Approval Criteria

1 - Submission of medical records (e.g., chart notes, lab work, imaging) documenting ONE of
the following:

1.1 Diagnosis of seizures associated with Dravet syndrome or tuberous sclerosis complex

OR

1.2 All of the following:

1.2.1 Diagnosis of seizures associated with Lennox-Gastaut syndrome
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AND

1.2.2 History of greater than or equal to 8 week trial, contraindication or intolerance of at
least TWO of the following (any release formulation qualifies):

Banzel (rufinamide)*
Clobazam*
Divalproex*
Felbamate*
Lamotrigine*
Topiramate*
Valproic acid*

=4 =4 -8 8 _a _a_9

AND

1.2.3 One of the following:
1.2.3.1 Both of the following:

1 Documented history of persisting seizures after titration to the highest tolerated dose
with each medication trial
1 Lack of compliance as a reason for treatment failure has been ruled out

OR

1.2.3.2 Both of the following:

1 Documentation of failure due to intolerable side effects.
1 Reasonable efforts were made to minimize the side effect (e.g. change timing of
dosing, divide dose out for more frequent but smaller doses, etc.)

OR

1.3 For continuation of prior therapy for a seizure disorder

Notes *Drug may require PA

Product Name: Brand Onfi, generic clobazam
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Approval Length 12 month(s)

Guideline Type Prior Authorization

Approval Criteria

1 - Submission of medical records (e.g., chart notes, lab work, imaging) documenting one of
the following:

1.1 Diagnosis of seizures associated with Lennox-Gastaut syndrome

OR
1.2 Both of the following:
71 Diagnosis of Dravet syndrome
1 Patient is currently taking Diacomit
OR

2 - For continuation of prior therapy for a seizure disorder

Product Name: Brand Banzel, generic rufinamide

Approval Length 12 month(s)

Guideline Type Prior Authorization

Approval Criteria
1 - Submission of medical records (e.g., chart notes, lab work, imaging) documenting
diagnosis of seizures associated with Lennox-Gastaut syndrome

OR

2 - For continuation of prior therapy for a seizure disorder

Product Name: Brand Gabitril, generic tiagabine
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Approval Length 12 month(s)

Guideline Type Prior Authorization

Approval Criteria

1 - Submission of medical records (e.g., chart notes, lab work, imaging) documenting ONE of
the following:

1.1 All of the following:

1.1.1 Diagnosis of partial-onset seizures

AND

1.1.2 Used as adjunctive therapy (defined as accessory treatment used in combination to
enhance primary treatment)

AND

1.1.3 Not used as primary treatment

AND

1.1.4 History of greater than or equal to 8 week trial of at least TWO of the following (any
release formulation qualifies):

Carbamazepine*
Divalproex*
Gabapentin*
Lamotrigine*
Levetiracetam*
Oxcarbazepine*
Phenytoin*
Pregabalin*
Topiramate*
Valproic acid*
Zonisamide*

=4 =4 -8 _a_-8_9a_98_2._24_-2._-2

OR
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1.2 For continuation of prior therapy for a seizure disorder

Notes *Drug may require PA

Product Name: Sympazan

Approval Length 12 month(s)

Guideline Type Prior Authorization

Approval Criteria

1 - Submission of medical records (e.g., chart notes, lab work, imaging) documenting ONE of
the following:

1.1 ALL of the following:

1.1.1 Diagnosis of seizures associated with Lennox-Gastaut syndrome (LGS)

AND

1.1.2 BOTH of the following:

1 Used as adjunctive therapy (defined as accessory treatment used in combination to
enhance primary treatment.)
1 Not used as primary treatment

AND

1.1.3 History of greater than or equal to 8 week trial, contraindication or intolerance of at
least TWO of the following (any release formulation qualifies):

Divalproex*
Lamotrigine*
Topiramate*
Valproic acid*
Felbamate*
Banzel*

= =4 =8 —a —a -

AND
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1.1.4 Prescriber provides a reason or special circumstance the patient cannot use generic
clobazam tablets or suspension

OR

1.2 ALL of the following:

1.2.1 Diagnosis of refractory partial onset seizures (four or more uncontrolled seizures per
month after an adequate trial of at least two antiepileptic drugs)

AND

1.2.2 BOTH of the following:

1 Used as adjunctive therapy (defined as accessory treatment used in combination to
enhance primary treatment.)
1 Not used as primary treatment

AND

1.2.3 History of greater than or equal to 8 week trial of at least TWO of the following (any
release formulation qualifies):

Carbamazepine*
Divalproex*
Gabapentin*
Lamotrigine*
Levetiracetam*
Oxcarbazepine*
Phenytoin*
Pregabalin*
Topiramate*
Valproic acid*
Zonisamide*

=4 =4 -8 _a_8_98_4a_-92._2_-49._-2

AND

1.2.4 Prescriber provides a reason or special circumstance the patient cannot use generic
clobazam tablets or suspension
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OR

1.3 ALL of the following:

1.3.1 Diagnosis of Dravet syndrome

AND

1.3.2 Patient is currently taking Diacomit

AND

1.3.3 Prescriber provides a reason or special circumstance the patient cannot use generic
clobazam tablets or suspension

OR

1.4 For continuation of prior therapy for a seizure disorder

Notes *Drug may require PA

Product Name: Brand Sabril Oral Solution, generic vigabatrin oral solution, generic vigadrone
oral solution

Approval Length 12 month(s)

Guideline Type Prior Authorization

Approval Criteria

1 - Submission of medical records (e.g., chart notes, lab work, imaging) documenting
diagnosis of infantile spasms

OR
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2 - Submission of medical records (e.g., chart notes, lab work, imaging) documenting all of the

following:

2.1 Diagnosis of complex partial seizures

AND

2.2 Used as adjunctive therapy (defined as accessory treatment used in combination to
enhance primary treatment)

AND

2.3 Not used as primary treatment

AND

2.4 History of greater than or equal to 8 week trial of at least TWO of the following (any
release formulation qualifies):

=4 =4 48 _a_-98_92_-4a_9a_-24._-23._-2

Carbamazepine*
Divalproex*
Gabapentin*
Lamotrigine*
Levetiracetam*
Oxcarbazepine*
Phenytoin*
Pregabalin*
Topiramate*
Valproic acid*
Zonisamide*

OR

3 - For continuation of prior therapy for a seizure disorder

Notes

*Drug may require PA

Product Name: Brand Sabril Tablets, generic vigabatrin tablets

Approval Length 12 month(s)
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Guideline Type Prior Authorization

Approval Criteria

1 - Submission of medical records (e.g., chart notes, lab work, imaging) documenting ONE of
the following:

1.1 All of the following:

1.1.1 Diagnosis of complex partial seizures

AND

1.1.2 Used as adjunctive therapy (defined as accessory treatment used in combination to
enhance primary treatment)

AND

1.1.3 Not used as primary treatment

AND

1.1.4 History of greater than or equal to 8 week trial of at least TWO of the following (any
release formulation qualifies):

Carbamazepine*
Divalproex*
Gabapentin*
Lamotrigine*
Levetiracetam*
Oxcarbazepine*
Phenytoin*
Pregabalin*
Topiramate*
Valproic acid*
Zonisamide*

=4 =44 _a_-9_92_-4a_-9._-.24_-93._-2

OR

1.2 For continuation of prior therapy for a seizure disorder
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Notes *Drug may require PA

Product Name: Diacomit

Approval Length 12 month(s)

Guideline Type Prior Authorization

Approval Criteria
1 - Submission of medical records (e.g., chart notes, lab work, imaging) documenting
diagnosis of Dravet syndrome and currently taking clobazam

OR

2 - For continuation of prior therapy for a seizure disorder

Product Name: Fintepla

Approval Length 12 month(s)

Guideline Type Prior Authorization

Approval Criteria

1 - Submission of medical records (e.g., chart notes, lab work, imaging) documenting ALL of
the following:

1.1 Diagnosis of seizures associated with Dravet syndrome

AND

1.2 History of greater than or equal to 8-week trial of at least TWO of the following (any
release formulation qualifies):

Divalproex (e.g., generic Depakote)
Levetiracetam (e.g., generic Keppra)
Topiramate (e.g., generic Topamax)
Valproic acid (e.g., generic Depakene)
Zonisamide (generic Zonegran)

= =4 —a —a 9
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AND

1.3 ONE of the following:
1.3.1 BOTH of the following:

1.3.1.1 Documented history of persisting seizures after titration to the highest tolerated

dose with each medication trial

AND

1.3.1.2 Lack of compliance as a reason for treatment failure has been ruled out

OR

1.3.2 BOTH of the following:

1.3.2.1 Documentation of failure due to intolerable side effects

AND

1.3.2.2 Reasonable efforts were made to minimize the side effect (e.g., change timing of
dosing, divide dose out for more frequent but smaller doses, etc.)

OR
2 - Submission of medical records (e.g., chart notes, lab work, imaging) documenting ALL of

the following:

2.1 Diagnosis of seizures associated with Lennox-Gastaut syndrome
AND
2.2 History of greater than or equal to 8 week trial, contraindication or intolerance of at least

TWO of the following (any release formulation qualifies):

1 Banzel (rufinamide)*
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Clobazam*
Divalproex*
Felbamate*
Lamotrigine*
Topiramate*
Valproic Acid*

E I e I I ]

AND

2.3 ONE of the following:
2.3.1 BOTH of the following:

1 Documented history of persisting seizures after titration to the highest tolerated dose
with each medication trial
1 Lack of compliance as a reason for treatment failure has been ruled out

OR
2.3.2 BOTH of the following:
1 Documentation of failure due to intolerable side effects
1 Lack of compliance as a reason for treatment failure has been ruled out

OR

3 - For continuation of prior therapy for a seizure disorder

Notes *Drug may require PA

2 . Revision History

Date Notes

5/24/2022 Added generic lacosamide as target. Added criteria for Fintepla's ne
w indication of Lennox-Gastaut Syndrome
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Medicaid- Arizona SP (AZM, AZMREF, AZMDDD)

i,

N OPTUM"

Prior Authorization Guideline

GL-107448 Anticonvulsants - AZM

Formulary Medicaid - Arizona SP (AZM, AZMREF, AZMDDD)

Formulary Note

Guideline Note:

Effective Date:

6/1/2022

1. Criteria

Product Name: Aptiom, Briviact, Brand Vimpat, generic lacosamide, Xcopri

Approval Length

12 month(s)

Guideline Type

Prior Authorization

Approval Criteria

the following:

1.1 All of the following:

1 - Submission of medical records (e.g., chart notes, lab work, imaging) documenting ONE of

1.1.1 Diagnosis of partial-onset seizures
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AND

1.1.2 History of greater than or equal to 8 week trial of at least TWO of the following (any
release formulation qualifies):

Carbamazepine*
Divalproex*
Gabapentin*
Lamotrigine*
Levetiracetam*
Oxcarbazepine*
Phenytoin*
Pregabalin*
Topiramate*
Valproic acid*
Zonisamide*

= =4 8 8 _8_8_4a_92._2_-29._-2

AND

1.1.3 One of the following:

1.1.3.3 Trial and failure, contraindication, or intolerance to generic lacosamide (APPLIES
TO BRAND VIMPAT ONLY)

AND

1.1.3.1 Both of the following:
1 Documented history of persisting seizures after titration to the highest tolerated dose

with each medication trial
1 Lack of compliance as a reason for treatment failure has been ruled out

OR

1.1.3.2 Both of the following:

1 Documentation of failure due to intolerable side effects.
1 Reasonable efforts were made to minimize the side effect (e.g. change timing of
dosing, divide dose out for more frequent but smaller doses, etc.)
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1.2 For continuation of prior therapy for a seizure disorder

OR

Notes

*Drug may require PA

Product Name: Fycompa

Approval Length

12 month(s)

Guideline Type

Prior Authorization

Approval Criteria

1 - Submission of medical records (e.g., chart notes, lab work, imaging) documenting ONE of

the following:

1.1 All of the following:

1.1.1 Diagnosis of partial-onset or primary generalized tonic-clonic seizures

1.1.2 History of greater than or equal to 8 week trial of at least TWO of the following (any

release formulation qualifies):

Divalproex*
Gabapentin*
Lamotrigine*

Phenytoin*
Pregabalin*
Topiramate*
Valproic acid*
Zonisamide*

=4 =4 48 _a_98_92_-48_9a._-4._-93._-12

Levetiracetam*
Oxcarbazepine*

Carbamazepine*

1.1.3 One of the following:

AND

AND
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1.1.3.1 Both of the following:

1 Documented history of persisting seizures after titration to the highest tolerated dose
with each medication trial
1 Lack of compliance as a reason for treatment failure has been ruled out

OR

1.1.3.2 Both of the following:

1 Documentation of failure due to intolerable side effects.
1 Reasonable efforts were made to minimize the side effect (e.g. change timing of
dosing, divide dose out for more frequent but smaller doses, etc.)

OR

1.2 For continuation of prior therapy for a seizure disorder

Notes *Drug may require PA

Product Name: Epidiolex

Approval Length 12 month(s)

Guideline Type Prior Authorization

Approval Criteria

1 - Submission of medical records (e.g., chart notes, lab work, imaging) documenting ONE of
the following:

1.1 Diagnosis of seizures associated with Dravet syndrome or tuberous sclerosis complex

OR

1.2 All of the following:

1.2.1 Diagnosis of seizures associated with Lennox-Gastaut syndrome
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AND

1.2.2 History of greater than or equal to 8 week trial, contraindication or intolerance of at
least TWO of the following (any release formulation qualifies):

Banzel (rufinamide)*
Clobazam*
Divalproex*
Felbamate*
Lamotrigine*
Topiramate*
Valproic acid*

=4 =4 -8 8 _a _a_9

AND

1.2.3 One of the following:
1.2.3.1 Both of the following:

1 Documented history of persisting seizures after titration to the highest tolerated dose
with each medication trial
1 Lack of compliance as a reason for treatment failure has been ruled out

OR

1.2.3.2 Both of the following:

1 Documentation of failure due to intolerable side effects.
1 Reasonable efforts were made to minimize the side effect (e.g. change timing of
dosing, divide dose out for more frequent but smaller doses, etc.)

OR

1.3 For continuation of prior therapy for a seizure disorder

Notes *Drug may require PA

Product Name: Brand Onfi, generic clobazam
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Approval Length 12 month(s)

Guideline Type Prior Authorization

Approval Criteria

1 - Submission of medical records (e.g., chart notes, lab work, imaging) documenting one of
the following:

1.1 Diagnosis of seizures associated with Lennox-Gastaut syndrome

OR
1.2 Both of the following:
71 Diagnosis of Dravet syndrome
1 Patient is currently taking Diacomit
OR

2 - For continuation of prior therapy for a seizure disorder

Product Name: Brand Banzel, generic rufinamide

Approval Length 12 month(s)

Guideline Type Prior Authorization

Approval Criteria
1 - Submission of medical records (e.g., chart notes, lab work, imaging) documenting
diagnosis of seizures associated with Lennox-Gastaut syndrome

OR

2 - For continuation of prior therapy for a seizure disorder

Product Name: Brand Gabitril, generic tiagabine
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Approval Length 12 month(s)

Guideline Type Prior Authorization

Approval Criteria

1 - Submission of medical records (e.g., chart notes, lab work, imaging) documenting ONE of
the following:

1.1 All of the following:

1.1.1 Diagnosis of partial-onset seizures

AND

1.1.2 Used as adjunctive therapy (defined as accessory treatment used in combination to
enhance primary treatment)

AND

1.1.3 Not used as primary treatment

AND

1.1.4 History of greater than or equal to 8 week trial of at least TWO of the following (any
release formulation qualifies):

Carbamazepine*
Divalproex*
Gabapentin*
Lamotrigine*
Levetiracetam*
Oxcarbazepine*
Phenytoin*
Pregabalin*
Topiramate*
Valproic acid*
Zonisamide*

=4 =4 -8 _a_-8_9a_98_2._24_-2._-2

OR
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1.2 For continuation of prior therapy for a seizure disorder

Notes *Drug may require PA

Product Name: Sympazan

Approval Length 12 month(s)

Guideline Type Prior Authorization

Approval Criteria

1 - Submission of medical records (e.g., chart notes, lab work, imaging) documenting ONE of
the following:

1.1 ALL of the following:

1.1.1 Diagnosis of seizures associated with Lennox-Gastaut syndrome (LGS)

AND

1.1.2 BOTH of the following:

1 Used as adjunctive therapy (defined as accessory treatment used in combination to
enhance primary treatment.)
1 Not used as primary treatment

AND

1.1.3 History of greater than or equal to 8 week trial, contraindication or intolerance of at
least TWO of the following (any release formulation qualifies):

Divalproex*
Lamotrigine*
Topiramate*
Valproic acid*
Felbamate*
Banzel*

= =4 =8 —a —a -

AND
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1.1.4 Prescriber provides a reason or special circumstance the patient cannot use generic
clobazam tablets or suspension

OR

1.2 ALL of the following:

1.2.1 Diagnosis of refractory partial onset seizures (four or more uncontrolled seizures per
month after an adequate trial of at least two antiepileptic drugs)

AND

1.2.2 BOTH of the following:

1 Used as adjunctive therapy (defined as accessory treatment used in combination to
enhance primary treatment.)
1 Not used as primary treatment

AND

1.2.3 History of greater than or equal to 8 week trial of at least TWO of the following (any
release formulation qualifies):

Carbamazepine*
Divalproex*
Gabapentin*
Lamotrigine*
Levetiracetam*
Oxcarbazepine*
Phenytoin*
Pregabalin*
Topiramate*
Valproic acid*
Zonisamide*

=4 =4 -8 _a_8_98_4a_-92._2_-49._-2

AND

1.2.4 Prescriber provides a reason or special circumstance the patient cannot use generic
clobazam tablets or suspension
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OR

1.3 ALL of the following:

1.3.1 Diagnosis of Dravet syndrome

AND

1.3.2 Patient is currently taking Diacomit

AND

1.3.3 Prescriber provides a reason or special circumstance the patient cannot use generic
clobazam tablets or suspension

OR

1.4 For continuation of prior therapy for a seizure disorder

Notes *Drug may require PA

Product Name: Brand Sabril Oral Solution, generic vigabatrin oral solution, generic vigadrone
oral solution

Approval Length 12 month(s)

Guideline Type Prior Authorization

Approval Criteria

1 - Submission of medical records (e.g., chart notes, lab work, imaging) documenting
diagnosis of infantile spasms

OR
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2 - Submission of medical records (e.g., chart notes, lab work, imaging) documenting all of the

following:

2.1 Diagnosis of complex partial seizures

AND

2.2 Used as adjunctive therapy (defined as accessory treatment used in combination to
enhance primary treatment)

AND

2.3 Not used as primary treatment

AND

2.4 History of greater than or equal to 8 week trial of at least TWO of the following (any
release formulation qualifies):

=4 =4 48 _a_-98_92_-4a_9a_-24._-23._-2

Carbamazepine*
Divalproex*
Gabapentin*
Lamotrigine*
Levetiracetam*
Oxcarbazepine*
Phenytoin*
Pregabalin*
Topiramate*
Valproic acid*
Zonisamide*

OR

3 - For continuation of prior therapy for a seizure disorder

Notes

*Drug may require PA

Product Name: Brand Sabril Tablets, generic vigabatrin tablets

Approval Length 12 month(s)
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Guideline Type Prior Authorization

Approval Criteria

1 - Submission of medical records (e.g., chart notes, lab work, imaging) documenting ONE of
the following:

1.1 All of the following:

1.1.1 Diagnosis of complex partial seizures

AND

1.1.2 Used as adjunctive therapy (defined as accessory treatment used in combination to
enhance primary treatment)

AND

1.1.3 Not used as primary treatment

AND

1.1.4 History of greater than or equal to 8 week trial of at least TWO of the following (any
release formulation qualifies):

Carbamazepine*
Divalproex*
Gabapentin*
Lamotrigine*
Levetiracetam*
Oxcarbazepine*
Phenytoin*
Pregabalin*
Topiramate*
Valproic acid*
Zonisamide*

=4 =44 _a_-9_92_-4a_-9._-.24_-93._-2

OR

1.2 For continuation of prior therapy for a seizure disorder
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Notes *Drug may require PA

Product Name: Diacomit

Approval Length 12 month(s)

Guideline Type Prior Authorization

Approval Criteria
1 - Submission of medical records (e.g., chart notes, lab work, imaging) documenting
diagnosis of Dravet syndrome and currently taking clobazam

OR

2 - For continuation of prior therapy for a seizure disorder

Product Name: Fintepla

Approval Length 12 month(s)

Guideline Type Prior Authorization

Approval Criteria

1 - Submission of medical records (e.g., chart notes, lab work, imaging) documenting ALL of
the following:

1.1 Diagnosis of seizures associated with Dravet syndrome

AND

1.2 History of greater than or equal to 8-week trial of at least TWO of the following (any
release formulation qualifies):

Divalproex (e.g., generic Depakote)
Levetiracetam (e.g., generic Keppra)
Topiramate (e.g., generic Topamax)
Valproic acid (e.g., generic Depakene)
Zonisamide (generic Zonegran)

= =4 —a —a 9
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AND

1.3 ONE of the following:
1.3.1 BOTH of the following:

1.3.1.1 Documented history of persisting seizures after titration to the highest tolerated

dose with each medication trial

AND

1.3.1.2 Lack of compliance as a reason for treatment failure has been ruled out

OR

1.3.2 BOTH of the following:

1.3.2.1 Documentation of failure due to intolerable side effects

AND

1.3.2.2 Reasonable efforts were made to minimize the side effect (e.g., change timing of
dosing, divide dose out for more frequent but smaller doses, etc.)

OR
2 - Submission of medical records (e.g., chart notes, lab work, imaging) documenting ALL of

the following:

2.1 Diagnosis of seizures associated with Lennox-Gastaut syndrome
AND
2.2 History of greater than or equal to 8 week trial, contraindication or intolerance of at least

TWO of the following (any release formulation qualifies):

1 Banzel (rufinamide)*
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Clobazam*
Divalproex*
Felbamate*
Lamotrigine*
Topiramate*
Valproic Acid*

E I e I I ]

AND

2.3 ONE of the following:
2.3.1 BOTH of the following:

1 Documented history of persisting seizures after titration to the highest tolerated dose
with each medication trial
1 Lack of compliance as a reason for treatment failure has been ruled out

OR
2.3.2 BOTH of the following:
1 Documentation of failure due to intolerable side effects
1 Lack of compliance as a reason for treatment failure has been ruled out

OR

3 - For continuation of prior therapy for a seizure disorder

Notes *Drug may require PA

2 . Revision History

Date Notes

5/24/2022 Added generic lacosamide as target. Added criteria for Fintepla's ne
w indication of Lennox-Gastaut Syndrome
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Antidepressants AZM
Medicaid- Arizona (AZM, AZMREF, AZMDDD)

-1 %
YOPTUM
Prior Authorization Guideline
GL-112734  Antidepressants - AZM

Formulary Medicaid - Arizona (AZM, AZMREF, AZMDDD)

Formulary Note

Guideline Note:
Effective Date: 8/27/2022

1. Criteria

Product Name: generic citalopram oral solution, generic fluoxetine oral solution, generic
sertraline oral conc for solution

Diagnosis Requests for Patients greater than 12 years of age
Approval Length 12 month(s)
Guideline Type Prior Authorization

Approval Criteria

1 - The member is unable to swallow the oral tablet/capsule.
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Product Name: Amitriptyline, amoxapine, bupropion tabs/SR tabs/XL tabs (150 and 300mg),
citalopram tabs/oral soln, clomipramine, desipramine, doxepin caps/oral conc for solution,
duloxetine capsules (20, 30, 60mg), escitalopram, fluoxetine caps/oral soln, fluvoxamine IR,
generic mirtazapine tabs/ODT, imipramine tabs/caps, nortriptyline caps/oral soln, paroxetine
tabs, protriptyline, sertraline tabs/oral soln, trazodone, trimipramine, venlafaxine tabs/ER
capsules

Diagnosis PREFERRED DRUG Requests for patient 6 years of age or younger
Approval Length 12 month(s)
Guideline Type Prior Authorization

Approval Criteria
1 - The patient is unresponsive to other treatment modalities, unless contraindicated (i.e.
other medications or behavioral modification attempted)

AND

2 - The physician attests that the requested medication is medically necessary. (Document
rationale for use)

Notes Drug may require PA

Product Name: Aplenzin, Brand Anafranil, Brand Celexa, generic citalopram capsules, Brand
Cymbalta, generic duloxetine 40mg caps, Drizalma , Brand Effexor XR, generic venlafaxine
ER tabs, Emsam, Fetzima, fluvoxamine ER, Brand Lexapro, maprotiline, Marplan, Brand
Nardil, generic phenelzine, nefazodone, Brand Norpramin, Brand Pamelor caps/oral soln,
Brand Parnate, generic tranylcypromine, Brand Paxil, generic paroxetine capsules, Paxil
susp, Brand Paxil CR, generic paroxetine ER, Pexeva, Brand Pristig, generic desvenlafaxine
ER, Brand Prozac, generic fluoxetine tablets, Brand Remeron SLTB, Brand Remeron,
Trintellix, Viibryd, Brand Wellbutrin SR, Brand Wellbutrin XL/Forfivo, generic bupropion ER
(XL) 450mg tabs, Brand Zoloft, generic sertraline capsules

Diagnosis Non-Preferred Drugs
Approval Length 12 month(s)
Guideline Type Prior Authorization

Approval Criteria

1 - The patient is unresponsive to other treatment modalities, unless contraindicated (i.e.
other medications or behavioral modification attempted)
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AND

2 - The physician attests that the requested medication is medically necessary. (Document
rationale for use)

AND

3 - Patient has a history of failure, contraindication or intolerance to at least 3 preferred
alternatives*

= =4 -8 _a_8_8_48_9_42_-29._-2._24_-9._-2_-2

Bupropion (Generic Wellbutrin)
Bupropion SR (Generic Wellbutrin SR)
Bupropion XL (Generic Wellbutrin XL)
Citalopram (Generic Celexa)
Escitalopram Tablets (Generic Lexapro)
Esketamine (Spravato)

Fluoxetine Capsules (Generic Prozac)
Fluoxetine Solution (Generic Prozac)
Fluvoxamine Tablets (Generic Luvox)
Mirtazapine (Generic Remeron)
Paroxetine (Generic Paxil)

Sertraline (Generic Zoloft)

Trazodone (Generic Desyrel)
Venlafaxine (Generic Effexor)
Venlafaxine ER Capsules (Generic Effexor ER)

Notes

*Drug may require PA

Product Name: Brand Venlafaxine besylate ER

Diagnosis Non-Preferred Drugs
Approval Length 12 month(s)
Guideline Type Prior Authorization

Approval Criteria

1 - The patient is unresponsive to other treatment modalities, unless contraindicated (i.e.
other medications or behavioral modification attempted)
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AND

2 - The physician attests that the requested medication is medically necessary. (Document
rationale for use)

AND

3 - Patient has history of failure or intolerance to preferred generic venlafaxine or venlafaxine
ER

AND

4 - Patient has a history of failure, contraindication or intolerance to at least 2 preferred
alternatives*

Bupropion (Generic Wellbutrin)
Bupropion SR (Generic Wellbutrin SR)
Bupropion XL (Generic Wellbutrin XL)
Citalopram (Generic Celexa)
Escitalopram Tablets (Generic Lexapro)
Esketamine (Spravato)

Fluoxetine Capsules (Generic Prozac)
Fluoxetine Solution (Generic Prozac)
Fluvoxamine Tablets (Generic Luvox)
Mirtazapine (Generic Remeron)
Paroxetine (Generic Paxil)

Sertraline (Generic Zoloft)

Trazodone (Generic Desyrel)

= =4 -4 -4 _a_8_4a_-9_4a._42_-2._.2_-2

Notes *Drug may require PA

2 . Revision History

Date Notes

8/26/2022 Removed Caplyta from guideline, drug-specific guideline created.
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